Overview
In the meantime, employer-sponsored coverage, as well as coverage provided by health care insurance companies must conform to a number of benefits and other mandates New plans must comply with all of the new requirements "Grandfathered" plans must comply with a number of the new requirements New nondiscrimination requirements (Code Sec. 105(h) Secretary & states to establish process for annual review of "unreasonable increases in premiums for health insurance coverage."
Insurer must submit prior justification for "unreasonable" premium increases and post on website.
State to provide Secretary with trends on premium increases and whether particular insurer should be excluded from Exchange based on pattern or practice of excessive or unjustified premium increases. May not discriminate in favor of highly paid individuals under IRC 105(h) (for insured coverage -already applies to self-funded)
Insurance Market Reform

Choice of Providers (insured & self-funded)
Must allow child to designate pediatrician as primary care provider.
May not require authorization or referral for participating OB-GYN.
Insurance Market Reform
Six Months from Enactment (But Not for Grandfathered Plans)
Must cover emergency services without prior authorization and treat as in-network.
Appeals & External Review (insured & self-funded)
Must have internal review process.
Must have external review that either meets NAIC Uniform External Review Model Act or standards set by Secretary. Secretary may deem external review process in operation on date of enactment as compliant.
Must provide continued coverage pending outcome of appeals.
Two Years from Enactment (Even for Grandfathered Plans)
Within 24 months of enactment, must provide summary of benefits using format set by Secretary (including uniform definitions). Secretary to develop standards within 12 months.
Limited to 4 pages and must state whether provides minimum essential coverage and whether meets 60% actuarial value.
In addition to ERISA SPD requirements.
Must provide 60-day prospective notice of plan changes.
Secretary to issue regulations with standardized definitions (including UCR and emergency).
As of 1/1/14 (Even for Grandfathered Plans)
No Pre-Existing Condition Exclusions (insured & self-funded) Applies earlier for enrollees under age 19.
Limit on Waiting Periods (insured & self-funded)
Waiting period cannot exceed 90 days.
HIPAA Wellness Reward increased from 20% to 30% (and Secretary has discretion to increase to 50%)
Insurance Market Reform
As of 1/1/14 (But Not for Grandfathered Plans)
May not discriminate based on health status (insured & selffunded).
Cost-sharing limits tied to HSA amounts ($5,000 individual / $10,000 family) (insured & self-funded).
For small group market, deductible limit is $2,000 individual / $4,000 family (insured). Must pay a fee if coverage IS NOT offered to full-time employees AND any full-time employee receives premium assistance from federal government. Must pay a fee if coverage IS offered to full time employees BUT any full-time employee still receives premium assistance from federal government.
the lesser of $3,000 annual fee for each employee receiving premium assistance OR $2,000 annual fee per employee for each full-time employee employed (minus the first 30 employees) Generally effective beginning in 2014.
Employer Mandate -
Other Provisions
Automatic Enrollment
Employers with more than 200 employees that offer coverage must automatically enroll new full-time employees in coverage with the opportunity to opt-out.
Notification To Employees Regarding Exchange (effective 3/1/13) Cafeteria Plan
Exchange coverage is considered "qualified" under a cafeteria plan only for qualified employers that are permitted to offer a choice of Exchange plans to their employees.
W-2 Reporting
Employers must report, for information purposes, the aggregate cost of employer-sponsored coverage on an employee's W-2.
Employer Mandate -
Vouchers
Free Choice Voucher: Used by "Qualified Employees" to purchase qualified health plan coverage through the Exchange.
Qualified employees: those whose required contribution for minimum essential coverage through the employer's plan exceeds 8% but is less than 9.5% of the employee's taxable income for the year, whose household income is less than 400% FPL and who do not participate in a health plan offered by the employer.
Amount: The most generous amount the employer would have contributed for self-only (or family, if applicable) coverage under the employer's plan.
Employers may deduct the amount paid in vouchers as an amount paid for personal services.
Employees that receive free choice vouchers do not trigger the fee on employers who have employees receive coverage through an Exchange.
Individual Mandate -
Penalty
Individuals are required to maintain "minimum essential coverage" for each month beginning in 2014. Failure to maintain coverage for the entire year will result in a penalty. The monthly penalty is 1/12 th of the greater of: 
